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Fellow IAHSS members and colleagues,

As I write this letter, I am thinking of two significant
security related events, one involving the shooting 
of an ICU patient by a family member and another 
involving the attempted abduction of an infant from 
their mother’s room by a stranger dressed as a 
hospital worker.  While these two unrelated and 
very diverse situations occurred thousands of miles 
apart at different facilities, they share something in 
common--thanks to the rapid actions of healthcare 
security personnel and the preplanning for such 
unexpected events, both were resolved quickly and

additional injury and harm were avoided. While the need for healthcare secu-
rity is obvious to everyone reading this, the real question is, are we as a pro-
fession doing all that we can to change the culture of how healthcare security
is viewed by others in our industry? 

As a representative of our Association, I am very excited with the great
strides we have made this year in strengthening relationships with our fellow
healthcare professionals through outreach efforts such as recent workplace vi-
olence prevention seminars with the Emergency Nurse’s Association (in Illi-
nois and California) and our incredibly successful representation at the recent
ASHE conference. We also have several other fantastic events planned such as
representation at the Canadian Security magazine’s Focus on Healthcare event
in September in Ontario, the upcoming ISC East conference in October in
New York, the IIR healthcare security conference in Australia and, of course,
the 2013 AGM in beautiful Myrtle Beach, South Carolina. 

We continue to make great advancements in our efforts to be recognized as
the source for healthcare security expertise, and together we can all make a
positive difference in the way healthcare security is viewed by others. As it is
often said, security is everyone’s responsibility and it is only by being consid-
ered as an integral part of the healthcare team can we expect to advance our

Bryan Warren, CHPA
President
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profession. Each of us needs to maintain our certifica-
tions, keep up to date with current healthcare security
trends and be prepared to speak to how we add value
to our facilities and institutions by understanding how
our services are utilized as part of the overall mission
of the organization. For those that are not involved in
the day to day complexities of providing of a safe and
secure environment in a hospital or similar facility, it is
difficult to understand what this responsibility entails. It
is up to us to not only provide who, what, where and
when of security and safety, but also the why. We are
the experts, after all, and who can tell our story better
than us? Stay safe and thanks for all that you do every
day to protect others.

Respectfully,

Bryan Warren

Executive Director’s Letter
Hope everyone got a chance 
to enjoy the summer!

The Position of Interest   
forms were mailed to the 
membership in August.  We 
hope you will consider run-
ning for one of the open 
Board positions.  It truly is    
a rewarding experience that

benefits you and the Association.

We continue our outreach to other organizations/
associations.  IAHSS has partnered with the Interna-
tional Parking Institute to offer educational opportu-
nities to members.  Several new media partners have
also been identified.

Have you visited the new mobile website on your
portable device?  Access at your fingertips!
http://iahss.org/MOBILE/

Mark your calendars for a two day educational event
at ISC East on October 30 & 31, and for the 2013
AGM on May 5-8, 2013.

We hope we are meeting your needs.  Please let us
know how we can help.

Always,

Evelyn Meserve, CHPA             
Executive Director

2012 IAHSS Board of Directors

President – Bryan Warren, CHPA

President Elect – Lisa Pryse, CPP, CHPA

Vice President Treasurer – Marilyn Hollier, CPP, CHPA

Vice President Secretary – David LaRose, CPP, CHPA

Member At Large – Roger Sheets, CHPA

Member At Large – Martin Green, CHPA

Immediate Past President – Jim Stankevich, CHPA
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At the 2011 AGM in Toronto, the IHSS Foundation
Board of Directors announced that revenues received
as donations for the IHSS Foundation Commemora-
tive/Challenge Coins during the AGM would be do-
nated to the command fund of the 26th "Yankee
Brigade", at that time 
deployed to Afghanistan.
Command funds are 
typically designated to
provide for the needs 
of the troops which are
not directly supported
by government appropri-
ated funds.  

Thomas J.  Smith,
CHPA, CPP, Director of
Public Safety & Emer-
gency Management,
Health Alliance Hospital,
Leominster, MA, and a
Senior Member of the
Boston Chapter, within
one hour of the an-
nouncement provided 
a donation for several 
Challenge coins. 
Brigade leadership 
(Command Sergeant 
Major William Davidson and the Commanding General
John Hammond) were desirous of recognizing signifi-
cant contributions, thus the recognition of Thomas
Smith on 16 July 2012 at the Boston Chapter Memorial
Challenge. In receiving the award, Tom Smith com-
mented:

"I wanted to extend my sincere appreciation to you
and General Hammond for the very spectacular award
you bestowed upon me yesterday on behalf of the men
and woman of the 26th “Yankee” Brigade. As a Vietnam
era US Navy veteran, I am deeply sensitive and hold
great respect for the sacrifice all our military have made 

in service to our coun-
try. Deployment is ex-
tremely difficult not 
only for our soldiers, 
but on their families. 
This award was a com-
plete surprise and a 
tremendous honor for 
me! I will cherish it for 
the rest of my life. 

"There is great satis-
faction that comes in 
giving and that for me 
is enough reward. I 
have not been one who 
has ever sought recog-
nition for his actions.   
None of the awards I 
have received as an 
Eagle Scout, military 
service or in law 
enforcement could   

have greater meaning to me than this one.  Again, I truly
thank you and all of the members of the Brigade for
this beautiful keepsake.  Best wishes for continued suc-
cess in your career. I pray you will remain safe in all
your missions ahead."
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Boston Chapter's Tom Smith Wins Award 
For Support Of IHSSF Coin Challenge

Tom  Smith, CHPA, CPP, Senior Member the chapter, receives an award from the 
"Yankee Brigade," now serving in Afghanistan, at the Boston Chapter Memorial 
Challenge.  The award recognized significant contributions in connection with the
IHSSF Coin Challenge which provides funds for the needs of the troops which are 
not directly supported by government appropriated funds

Upcoming Events

October 30 & 31, 2012 IAHSS @ ISC Solutions in New York

May 5-8, 2013 45th AGM in Myrtle Beach



International Association for Healthcare Security & Safety 5

directions IAHSS

Volume 25, Number 3

www.ihssf.org

NOW is the time to submit nominations
for the Foundation Awards

Deadline is January 15, 2013 – but submit early!

IHSSF Awards
The general purpose of the IHSSF annual awards program is to recognize and promote overall 
excellence and outstanding contributions to the IAHSS and/or to the .eld of healthcare security,
safety or risk management. Unless otherwise indicated, awards will be presented at the IAHSS 
Annual General Meeting.

Nomination Categories
• Lindberg Bell Program of Distinction • IAHSS Chapter/Region of Distinction

• Philip A. Gaffney Faculty Chair • Russell L. Colling Medal for Literary Achievement

• Medal of Valor • Medal of Merit

• Distinguished LifeWork Achievement/Service Medal

To submit your nominations, go to www.ihssf.org
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An Interview With:

Alan J. Butler on the

Role Played By Hospital

Security in Response 

to the Mass Shootings

at a Movie Theatre in

Aurora, CO. 
(Alan Butler, CHPA,
is Vice-President-
Security, for HSS,
Denver. He directs
healthcare security
operations for the
Company's Central
Region, which in-
cludes more than 
50 healthcare facili-
ties. Prior to joining
HSS in 2008 as 
Director of Opera-
tions and Consulting, he was Security Director for the
University of Wisconsin Hospital & Clinics, Madison, WI.
A veteran of 23 years in healthcare security, he is a for-
mer member of the IAHSS Commission For Certifica-
tion and the author of “Supervisor Responsibilities,” a
chapter in the IAHSS Supervisor Manual. On early Fri-
day morning, July 20, at a movie theatre in Aurora, CO, a
city in the Denver metropolitan area, a gunman dressed
in tactical clothing set off tear gas grenades and shot
into the audience with multiple firearms, killing 12 peo-
ple and injured 58 others, most of them with penetrat-
ing gunshot wounds, many to the abdomen or chest.
The suspect was arrested outside the theatre minutes
later. The wounded were transported to six hospitals in
the area, five of them served by HSS  for which Butler
has security responsibility. The large number of casual-
ties and the nature of their wounds put severe pressure

on those providing healthcare services in the area--
from the EMS, police, and ambulance services, to the
emergency department staffs and other personnel
throughout the hospitals, including security. In this 
interview, Butler describes the challenges faced by 
hospital security at those hospitals, how they were met,
and the lessons that should be heeded in facing future
disasters.)

Q. Which were the hospitals to which the wounded

were brought following the shootings in the Multi-

plex at the Town Center at Aurora shopping mall?

A. There were six--The Medical Center of Aurora
South Campus, Children's Hospital, and University Hos-
pital, which were less than two miles from the shooting
location; Denver Health Medical Center and Swedish
Medical Center, which are level one trauma centers; and
Parker Adventist Hospital. All but University Hospital
are HSS hospitals.

Q. According to press reports, the first calls to 9-1-1

came at 12:39 a.m. on Friday. When did you learn

about the shootings? 

A. Aurora PD and Aurora Medical Center knew al-
most immediately that there was a shooting event oc-
curring in the community. Aurora has off-duty police
officers working inside the emergency room, 24/7. Po-
lice were at the shooting scene 90 seconds later.  As an
organization, HSS knew within five minutes of the first
dispatch call that there was a shooting. We didn't under-
stand the full gravity of the situation. We just heard that
there were multiple shooting victims at the Town Cen-
ter.

Q. When did your hospitals start receiving patients?

A. Ten to 15 minutes after the first call. The police
started loading patients into their cars and transported
them. One of the reasons that happened was because
Aurora Fire Department and EMS stood back a little bit
waiting to make sure that the active shooter situation
was, in fact, over. The immediate response of the police
was that they couldn't wait, so the first patients were
brought in by police who decided which patients would
go to which hospitals.  Aurora, University and Chil-
dren's  first received as many as 50 which then forced
EMS to look elsewhere. That's how Denver Health and
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Swedish Hospital got involved because they were level
one trauma centers.  Parker Adventist also received
wounded who were driven there by private auto.  One
complication was that Aurora Medical Center was in
the process of being remodeled so their capacity was
somewhat reduced. They still received 18 patients. Then
EMS began to divert quickly.

Q.  How did this impact on security?

A. What impacted first was that early on Aurora re-
ceived patients that were contaminated with tear gas.
They quickly put those patients through decontamina-
tion. They took their clothes off . They showered them.
They bagged their clothes and got them into the ED.
But as a result of that tear gas, we had officers who
were contaminated, and part of the ED was a little un-
comfortable for a while. It wasn't that big an issue later
on because the gas dissipated, but it complicated secu-
rity at the beginning. 

Q. What was security's responsibility in dealing with

such a disaster?

A. All of our officers train with their facilities when
they do their disaster drills. First and foremost in the
disaster drill is security's primary role--vehicular and
pedestrian traffic control. Keep the passageways open
to the emergency department while limiting access to
other key parts of the facility. Being that it was one o'-
clock in the morning, all of our hospitals were in after-
hours secured mode. We didn’t have as many doors to
lock down, but we had to control those points of entry. 

Q. In view of the nature of this disaster, did you

have to change any of your security plans? 

A. Actually in most of those cases, especially for Au-
rora and Children's, we had to change the level of secu-
rity, because we re-routed visitors to secondary waiting
rooms. The goal was to keep the pressure off the emer-
gency department receiving areas and move large
groups of visitors to secondary waiting areas that were
controlled as part of Incident Command . There was
food and there was water and there were PR people
and support staff there, so that we eliminated confu-
sions in that critical component of the emergency de-
partment and managed on our terms as where people
could go and what information they got. We made sure

they were comfortable. That was part of our planning,
but it forced security to readjust our presence. Where
we might have been more concentrated in the emer-
gency department now we had to secure secondary
waiting areas and passageways to those areas.

Q. Who decided on this switch in security deploy-

ment?

A. We recommended the change and worked with
the organization to make that happen. As it turns out it
was a very good decision.  

Q. What additional assistance was your department

able to give security in the hospitals receiving

wounded?

A. We have security in some 16 hospitals in the
Denver area. We support those security departments
with what we call an emergency response team, an
ERT group. That group is trained to respond to a call
for additional security coverage. We immediately initi-
ated our emergency response team of close to a dozen
officers. All of those officers are armed. They were de-
ployed to Children's, Aurora, and Parker. We used those
additional support staff to give us a presence for what-
ever needed to be done at those facilities. The Swedish
and Denver Health facilities were able to manage in
place. 

Q. Can you describe the scene in emergency 

departments of the hospitals receiving the injured?

A. Although it appeared very calm in the ER waiting
area and the triage area--they're still receiving their reg-
ular patients--they have that situation behind the doors
which can best be described as wall to wall patients.  I
have been around this for a very long time and here's
the difference. Most organizations drill to prepare for
multi-victim trauma events. They receive patients, They
decide they are going to triage them to whatever area
they are going to move them to. Using Aurora as an ex-
ample, they were already in the midst of a normal night
at 12:30 in the morning. You can imagine--psychiatric
holds where we already have security sitting one on
one with patients--that's normal. Then you have 18 new
victims-some of them contaminated with tear gas--
most all of them shot. And in the ER from the back
door to the front door literally there was blood every-
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where. Yet, the clinical and support staff was so calm.
They were great. 

Q. How were the security officers affected?

A. I have been exposed to events that prepared me
for what happened that night. I was a police officer in
Dallas and  I worked the Delta 191 crash (in which 133
persons were killed in a crash landing at  Dallas-Fort
Worth International Airport). My whole plan was for
my teams to get there and manage the crisis and do
what our organization needs us to do. What was most
impressive was that many of my security staff, who may
have ranged in age from 23 to 53, had never seen a cri-
sis of this kind and yet they stood there calm and col-
lected and did their job. They managed the stress of the
situation.  I was very impressed that if you've done your
training, you've worked with the organization, and if you
have a plan, how well people come together.

Q. How were you able to deal with family mem-

bers, friends, and the media?

A. We got a little bit of a break. If there was anything
that went in our favor that night, it was that it hap-
pened 12:30 a.m. From an EMS perspective there was
little traffic on the street. It was a Thursday night, not a
Friday night. There was some family with the people
who were shot, but this was a movie with an appeal for
teenagers. They weren't there with parents. Parents
were finding out after the fact which gave us time to
prepare for families. Of course, with teenagers, once
the word's out, they come in droves. In addition to
mom and dad you get eight or nine buddies. We had
groups of young people who recognized the gravity of
the situation and managed their emotions well. We got
a bit of time reprieve because of the time. The media
didn't arrive at the hospital for an hour-and-a half. They
first concentrated on the scene. PR is part of the inci-
dent command system. Their people were in there early
and established ground rules for the media who gave
tremendous cooperation. They, too, realized the gravity
of the situation. I think they respected what the organi-
zations were going through. All we asked were for them
to work with us. We weren't there to bully them.

Q. As of the date of this interview (August 8), it is

two-and-a half weeks after the shootings. Many of

the wounded are still in your hospitals. How has

the role of security evolved?

A. Every hospital manages differently. Aurora has level
one, level two and level three lockdowns. They went
into an immediate level one  lockdown that night. They
initiated a green, yellow, red light warning system. Ini-
tially, they went to level one.  They changed their visitor
policy. They changed their lockdown procedures, imple-
mented additional staffing. They were able to initiate
level two the next day,which meant that they opened
additional doors that were critical to patient flow but
all of those doors were manned by security officers.
Where you would normally enter freely, you had to go
through a checkpoint. In the secondary level of security,
they put security in Emergency and ICU for extended
periods of times . Emergency usually has that level of
staffing but ICU doesn't. 

Q. Are there any lessons you learned from dealing

with this kind of situation?

A. The first lesson was the whole situation involving
decon. We didn't expect it. You hear shooting and you
expect you will get shooting victims. In this case we had
a decon situation. Even after a shooting, you have to be
very open minded, regardless of how chaotic a situation
is.  You still have to go through that decon process, oth-
erwise you mess up your entire emergency depart-
ment. The other lesson learned is that as a security
department you have to be time sensitive. If the situa-
tion had occurred at 6 o'clock at night or 11 or 12 o'-
clock on a Friday or Saturday night, the whole dynamics
of the situation might be different. Friends and family
might get there faster. Media gets there faster. This was
an event at a theatre. We were dealing for the most
part with sober people. If this had happened in a bar or
a bar district, it would have been a different dynamic. So
you have to remember what kind of situation is occur-
ring, the time of day, the day of the week--because they
impact your ability to deal with the situation. 

FOR FURTHER INFORMATION, CONTACT:  
Alan J. Butler, CHPA,  Vice-President, Security, HSS, 900
S. Broadway, #100, Denver, CO 80209. Phone: 303-603-
3109 Fax: 303-282-4202 E-mail: abutler@hss-us.com
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Consider us your 
healthcare security 

nerve center.
Your healthcare system is a complex organism with multiple facilities and lots of people that 
you need to keep safe. From access control and video monitoring to real-time location awareness
and visitor management, Tyco Security Products provides a holistically integrated security 
solution – the nerve center for all of your security needs. To learn more scan the QR code to 
the right, or visit www.tycosecurityproducts.com/healthcarehome.aspx
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POLICE OFFICER, WORKING SECURITY,
RESIGNS AFTER TASERING PATIENT

MOORESVILLE, IN. A police officer working off-duty in secu-
rity at St. Francis Hospital has resigned his hospital post after
using a Taser on a patient. According to media reports, the
officer tased a female patient three times because she 
wouldn’t be quiet while she was tied to a bed hand and foot.
He said the patient was being abusive and was a danger to
herself and those around her.  He reportedly resigned be-
cause he didn't like the hospital's Taser policy. A spokesman
for the hospital confirmed that there was an incident involv-
ing a police officer and a patient, but refused to provide fur-
ther details citing privacy laws.

PATIENT JUMPS INTO DRIVER'S SEAT OF PATROL CAR;
RAMS SECURITY OFFICER

NORTH LITTLE ROCK, AR. A patient, turned over to police
by security officers at Baptist Medical Center, reportedly es-
caped from the back of a patrol car, jumped into the driver's
seat, started the car, and hit one of the security officers, pin-
ning him under an ambulance and patrol car. The security offi-
cer suffered a broken leg, and the patient was readmitted to
the hospital for injuries sustained during the subsequent ar-
rest, according to local media. Police said they were investi-
gating how the patient was able to get out of the back seat,
since their vehicles are equipped with mechanisms where the
doors are not able to be opened from the inside.

SURVEIILANCE TAPES ENABLE POLICE TO 
RECOVER  GUN LEFT BEHIND IN HOSPITAL 
RESTROOM BY SHERIFF'S DEPUTY

ALBUQUERQUE, NM. A gun, accidentally left behind in a
restroom at Presbyterian Hospital by an off-duty Sheriff's
deputy, initiated an intensive search for the weapon by hospi-
tal security and Albuquerque police, according to local media.
A review of surveillance video of the hallway leading to the
restroom, reportedly showed just one person entering the
restroom after the deputy from the time the gun was re-
ported missing. He was identified as a non-Presbyterian
physician with privileges to practice there. The physician was 
located and returned the gun to law enforcement officials.

FORMER SECURITY DIRECTOR, OFFICER, REJECT PLEA
BARGAIN IN ALLEGED EDUCATION SCAM

PHILLIPSBURG, PA. A former security director at St. Luke's
Hospital and his alleged co-conspirator pleaded not guilty
today to third-degree theft charges, and rejected plea deals
today that offered no prison time and downgraded charges.
The deal required the men to each pay $7,448.50 in restitu-
tion to the hospital.  The two men were accused of arranging
to take reimbursement checks from the hospital from 2007
to 2009, when it was Warren Hospital. Authorities allege that
the director of security, who was fired later in 2009, pro-
posed the scam to the second man, who was a security offi-
cer at the hospital.  According to the court documents, the
officer pretended to take work-related security courses at a
training academy in and kept $300 from the checks, giving the
rest to the security director, who provided the hospital with
the necessary paperwork to show the courses were finished.

HEALTH WORKER UNION SEEKS TRAINED 
SECURITY IN AUSTRALIAN REGIONAL HOSPITALS  

SOUTH HEADLAND, WESTERN AUSTRALIA (WA). The
head of the WA Health Services Union says more full-time
security officers are needed at regional hospitals to help hos-
pital workers control agitated patients.  Union secretary Dan
Hill issued the statement following the death of a man at
Port Hedland Hospital who was heavily sedated after suffer-
ing a psychotic episode. Hill said that the employment of full-
time security staff in regional WA would help ensure the
safety of patients and staff. He added that incidents occur on
a daily basis that warrant the intervention of trained security
staff, but there are very few, if any, full-time security staff in
regional hospitals.

CAR FIRE IN HOSPITAL GARAGE
PUTS SECURITY OFFICER IN HOSPITAL

BRYN MAWR, PA. A Bryn Mawr Hospital security officer
was hospitalized and treated for smoke inhalation  after he
tried to extinguish a car fire in the hospital parking garage.
According to local media reports, the fire broke out in a car
on the first level of the garage about 8 a.m. Bryn Mawr fire-
fighters used air packs and hose lines to quickly knock down
the fire and push the car out of the garage where it was
towed away.  No one else was reportedly injured.

IN BRIEF:

OFFICER ACTIONS AND REACTIONS

continued on next page
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'BATH SALTS' PATIENT ARRESTED AFTER 
ATTACKING SECURITY OFFICER

NEW HARTFORD, NY.  An emergency center patient at Fax-
ton St. Luke’s Hospital, 26, said to be high on bath salts, has
been arrested on charges that he attacked a hospital security
officer with medical equipment, according to local media re-
ports. The officer suffered injuries to his face and neck that
required medical treatment by emergency staff. The patient
was charged with one count of assault in the second degree,
a felony, and one count of criminal possession of a weapon in
the fourth degree, a misdemeanor.

'DRUG ADDICT' TASERED BY POLICE 
AFTER SPRAYING SECURITY STAFF 
WITH FIRE EXTINGUISHER

MESA, AZ. A self-proclaimed drug addict, reportedly high on
"bath salts," has been arrested after allegedly spraying hospi-
tal personnel with a fire extinguisher. The man, 27, according
to police, grabbed the extinguisher and walked into a pre-op-
eration prep room at Banner Desert Medical Center. He
then attempted to get into an operating room, but nurses
tricked him to go through a door leading to the lobby. Hospi-
tal security staff confronted Ritchey and he began to spray
them with the extinguisher, police said. The assailant was
tackled and held until police arrived. Police reported that he
was hit with a Taser four times after refusing to put his hands
behind his back. 

OFFICER STRUCK IN FACE  
ATTEMPTING TO STOP CAR BREAK-IN

HAMILTON, OH. A 41-year-old man has been charged with
assault and mischief after a hospital security officer was
struck in the face for trying to stop a theft, according to po-
lice reports. The officer was patrolling the parking lot of
Hamilton General Hospital at about 10:30 a.m. when she saw
a man driving slowly through the lot on an E-bike. She then
saw him pull out a tool and smash the window of one of the
cars in the lot, police reported. The officer tried to arrest the
suspect, but he ran off. She caught up with him again and was
trying to gain control when the man hit her in the face, po-
lice said.  Other hospital staff later came to help her and the
suspect was held until police arrived. The security officer suf-
fered minor injuries, according to local press reports. 

HOSPITAL'S WORKERS CAN NOW CLIP 
SECURITY ALARMS TO BELTS FOLLOWING 
NEW CHOKING INCIDENT

NAPA, CA. Napa State Hospital workers now have the op-
tion of clipping their new personal security devices to their
belts. Previously they were required to wear the alarms at-
tached to lanyards around their necks. The decision by hospi-
tal administration follows an attack on a psychiatric
technician by a patient who grabbed the lanyard and began
choking her.  State officials had claimed that the back of the
device broke off as designed, but employees countered that
the patient then grabbed the lanyard from the back and con-
tinued to choke the technician, until she was rescued by
other workers. The alarms are part of a $5 million security
system installed by the hospital following the strangling of
psychiatric technician Donna Gross by a patient in October,
2010.

SPATE OF SUICIDES, MURDERS  IN HOSPITAL PSYCH
UNITS CAUSE  SECURITY CONCERNS

MONTREAL. QUEBEC. Two suicides and two suspected
murders by psychiatric patients at three acute care hospitals
in three weeks have raised questions about security of psy-
chiatric units at Montreal hospitals.  In late June. on a Sunday
morning, a 50-year-old patient jumped to his death from a
ninth-floor window at Maisonneuve-Rosemont Hospital. The
man, a patient at a psychiatric hospital, had been transferred
to Maisonneuve-Rosemont on Friday for surgery. According
to press reports, a patient-rights advocate questioned why a
suicidal patient had access to a floor where it was possible to
open windows, in contrast to most psychiatric wards where
the windows are not only locked but shatter-proof. A week
earlier, a news report said that a man who was still wearing a
medical bracelet from St. Mary’s Hospital, where he had re-
portedly sought treatment for depression, jumped to his
death from a viaduct dozens of blocks away from the hospi-
tal. In the third case, police were summoned to Notre Dame
Hospital after a 31-year-old psychiatric patient gained access
to a closed floor, where he had been restrained while at-
tempting to strangle a 71-year-old woman.  During their in-
vestigation, detectives learned of the deaths earlier that week
of two men age 69 and 77. Initially, the men were thought to 
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have died of natural causes. Autopsies showed the men had
been asphyxiated. The patient, who was charged in the attack
on the woman, and is now a suspect in the deaths of the two
men. In an interview, Dr. Warren Steiner, psychiatrist-in-chief
at the McGill University Health Centre, which oversees the
Montreal General Hospital, described $7 million in renova-
tions to its psychiatry ward, including installing electronic
doors, shatter-proof windows, single rooms and facilities to
care for patients with sub-acute physical problems in order
to keep them from being transferred out of the unit. Steiner
pointed out, however, that the vast majority of psychiatric pa-
tients are not violent. He noted that most of the violence by
hospital patients does not occur in the psychiatry ward.

THEFT OF HOSPITAL ATM THWARTED BY 
ACTIONS OF ALERT EMPLOYEE, SECURITY

EDMOND, OK. Three men have been arrested in connection
with the attempted theft of an ATM machine from the OU
Medical Center-Edmond, according to local media reports.
Police said that the men were spotted on a security camera
at one of the hospital entrances at 2:55 a.m. by an emergency 

department employee. One of them was carrying a dolly.  She 
notified Security of suspicious activity as well as calling 911.
Within seconds, security officers saw the men attempting to
carry the ATM out the door. Officers ran towards the area
and the men fled. Security personnel then saw a white van
speeding away from the south entrance of the hospital. The
van was later located by police and three suspects arrested.
Two of the suspects matched the description of the two men
seen earlier in the ER, according to police. 

COMPUTER BURGLAR CAUGHT IN ACT 
BY HOSPITAL SECURITY 

OMAHA, NE. A 26-year-old man, caught by security 
officers at 9 a.m. on a Sunday morning on the Nebraska Med-
ical Center campus, has also been arrested for stealing other
property.  The suspect was apprehended after he was seen
stealing an iPod from a vehicle parked at the hospital.  Police
said that hospital security caught the suspect during a foot
pursuit after witnessing the vehicle break-in. During the
chase, the suspect was seen dropping laptop computers from
a backpack. The computers were later determined to have
been stolen overnight from a nearby business. 
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BURGLAR TRACKED AND CAUGHT AFTER
BREAKING INTO CARS IN HOSPITAL LOT 

PORT HURON, MI. A 29-year-old man has been appre-
hended by police after he ran away from security officers at
Port Huron Hospital after they saw him going through vehi-
cles in the hospital parking lot at 11:30 p.m. He allegedly had
broken into at least a half dozen vehicles in the parking lot,
police reported.  According to local media reports, police and
dogs tracked the man to a park opposite the hospital and 
arrested him when he eventually returned to pick up stolen
items he had hidden in bushes near the parking lot. The man
reportedly fought police--head butting, kicking and spitting on
officers--as they took him into custody. Police said they re-
covered purses, electronics and some cash from the incident.

FORMER ER EMPLOYEE ARRESTED FOR 
ACCESSING, SELLING PATIENT RECORDS 

CELEBRATION, FL. A former employee of Florida Hospital
has been arrested following an FBI investigation for accessing
more than 700,000 patient records in two years and then
selling them.  According to local media reports, the employee
whose job was to help register patients in the emergency
room, also accessed patient records from several different
hospitals across the state. Investigators said the employee
helped himself to information mostly from car accident vic-
tims, and sold it to someone who passed it on to chiroprac-
tors and attorneys who contacted the victims. The hospital, it
was reported, found the security breach after one of the
phone calls was made to a hospital employee who knew the
records shouldn't be public record.

CONTRACTOR EMPLOYEE ARRESTED FOR 
STEALING HOSPITAL PATIENT INFORNATION

TROY, AL. Following an investigation by the U.S. Secret Serv-
ice and other federal authorities, an employee of a medical
records firm assigned to Troy Regional Medical Center has
been indicted on 22 counts related to identity theft, accord-
ing to local media reports. She is accused of taking 880
names, Social Security numbers and dates of birth of patients
who had been cared for at the facility and selling the informa-
tion to another person who filed fraudulent tax returns. A
hospital official said the theft didn’t involve medical records

and was limited to patients born between 1988 and 1992.
Among the charges were seven counts alleging that the em-
ployee exceeded her authorized access to TRMC’s computer
system. Following notification of the security breech, the hos-
pital provided one year of free identity protection to the
patents affected and required immediate, mandatory training
regarding protecting patient information to all 315 employees
and contractors working at TRMC. 

HOSTAGE-TAKER KILLED BY POLICE
IN HOSPITAL ER CONFRONTATION

TEMPLE, TX. A 54-year-old man who entered the emergency
room of Scott and White Hospital and took several employ-
ees hostage was shot and killed by a police officer during a
struggle. According to local media reports, the suspect was
able to gain access to the treatment area of the ER at about
7 p. m. on a Sunday, at which time he displayed a handgun and
took several medical and other S&W staff hostage in a com-
mon area of the ER.  Temple Police reportedly arrived shortly
thereafter and located the man.  After several minutes of ne-
gotiating, officers observed that a hostage began to struggle
with the suspect for control of the suspect's gun. A Temple
Police Officer fired his weapon at least once, striking the sus-
pect who was treated at the hospital and died of the gunshot
wound an hour later. No one else was injured. The hostage
taker was later identified as a gymnastic teacher and family
man with no previous arrest record who suffered from lupus
and whose right leg had been amputated several years ago at
the hospital.

SURGEON SHOOTS, KILLS RECEPTIONIST 
IN HOSPITAL PASSAGEWAY

BUFFALO, N.Y. The presumed killer of a receptionist at the
Erie County Medical Center, Dr, Timothy Jordan, a surgeon
who had worked at the hospital, was found dead with a self-
inflicted gunshot wound behind his home, two days later. Ac-
cording to press reports, he had been the subject of an
extensive manhunt after the body of the receptionist, a
woman identified as his former lover, was found dead in a
covered passageway joining the hospital's Kidney Center and
another wing of the medical center. Following the incident,
reports of an abusive relationship between the two surfaced.
ECMC CEO Jody Lomeo, in a TV interview, said an investiga-
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tion revealed that no complaints were filed with the hospital.
He added, however, that more staff education and training
was needed on signs of abuse and when to report suspected
abuse. He also said that he will be working with the Buffalo
Police in reviewing the hospital's security equipment and pro-
cedures. 

HUSBAND DISARMED BY SECURITY
AFTER SHOOTING WIFE IN ICU

AKRON, OH. In an incident which produced national media
coverage, the 66-year-old husband of a patient in an inten-
sive-care room at Akron General Medical Center has been
arrested following the shooting and attempted killing of his
wife who had been declared brain dead.  She remained in
critical condition following the incident. According to press
reports, a doctor who entered the room, after hearing a pop-
ping sound, tried to persuade the husband not to use the gun
again.  A nurse, following the doctor, signaled a Code Silver,
and two unarmed security officers responded "within a
minute" and wrestled the gun away from the man who has
been accused of attempted murder.

FORENSIC PRISONER, UNATTENDED, 
CALLS CAB TO ESCAPE FROM HOSPITAL

BEAVER, PA. A prisoner being treated for seizures at Her-
itage Beaver Valley medical center escaped from hospital se-
curity and was tracked down by a police canine unit
two-and-a-half hours later. He was returned to the hospital
for stitches and staples for a dog bite on his leg before being
returned to jail. While in the hospital initially, according to
local media reports, he called a cab, and tried to enter it
wearing his white jail jumpsuit, but the driver refused to take
him. Hospital security officers saw him and attempted to stop
him from leaving, but he fled into a wooded area near the
hospital where Sheriff's deputies and local police searched
for him.  He was caught after a homeowner called police
about a man at the door carrying a lead pipe. The prisoner,
according to a police spokesman, was being held in the jail on 
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a charge of retail theft and was not regarded as an escape
threat.  A county judge had granted him a temporary medical
furlough that allowed the officer who accompanied him to 
leave the facility while he received medical treatment. Under
the arrangement, he reportedly was told that if he left hospi-
tal grounds, it would be considered an escape from custody
and he would face charges. Deputies, the spokesman said,
routinely advise hospital security and nursing staff when an
inmate is being left for treatment, and to inform deputies
when the inmate can be brought back to the jail. Hospital au-
thorities said they were "extremely concerned" about the in-
cident and had scheduled a meeting with the sheriff's
department and county officials. 

HOSPITAL LOCKS DOWN AFTER ESCAPING 
INMATE ATTACKS HOSPITAL SECURITY OFFICER

CHESTER, SC. A prisoner, jailed on a domestic violence
charge and a probation violation, under treatment at Chester
Regional Medical Center, reportedly assaulted a hospital se-
curity officer, took his gun, and tried to shoot him, before es-
caping. The incident caused the hospital to go under lock
down, according to the Chester County Sheriff's Office,
which released no further information. The prisoner, accord-
ing to local media, was located in the woods under a pile of
brush by a K-9 unit 90 minutes later. No one was injured dur-
ing this incident.

KIDNAPPER'S ESCAPE WITH INFANT FOILED 
BY SUSPICIOUS STAFF MEMBERS

GARDEN GROVE, CA. A 48-year old woman, posing as a
nurse, reportedly stole a newborn baby girl from her
mother's room in a large tote bag at Garden Grove Medical
Center but was stopped by a suspicious doctor and nurse re-
sponding to a "Code Pink" alarm before she could leave the 
hospital. The baby was returned to the mother who identified
the woman as a person who had entered her room wearing 

hospital scrubs and a visitor pass, and told her to take a
shower, according to local media. Police said they believed
the woman also approached an expectant mother in Western
Medical Center, Anaheim, the week before. That incident
prompted Anaheim officers to send a warning to hospitals
and law enforcement agencies about a suspicious woman
questioning expectant mothers.

INFANT RECOVERED, 'NURSE' SUSPECT ARRESTED, 
FOLLOWING ABDUCTION 

PITTSBURGH, PA. A 3-day-old male infant has been   found
unharmed after his abduction from Magee-Womens Hospital
of UPMC, according to local media reports. Relatives of the
suspect, a 19-year-old woman, notified police that she might
be involved when they learned of the kidnapping. When she
contacted them, police were able to find and arrest her at a
downtown office building and recover the baby, who was hid-
den in a stairwell. The baby was stolen when its security
bracelet reportedly had been removed in his mother's hospi-
tal room by a Magee nurse as his parents were preparing to
take it home. The suspect, wearing a UPMC scrub suit she
had purchased in a store near the hospital, told a nurse she
was a relative of the mother to gain entry to the unit. Then
posing as a nurse, she was able to get into the mother's
room sometime later and say she was taking the baby to be
examined, saying she would be right back. According to press
reports, cameras from inside the hospital show a woman
wearing black UPMC hospital scrubs walking out the doors
with the baby about 1 p.m. A hospital news release said that
"at 1:15, the father alerted the staff that the family was ready
to depart and then it was determined that the baby was
missing. Hospital staff immediately searched the unit and fol-
lowed other internal security procedures. Police were called
at 1:44 p.m." In a statement to employees from Leslie C.
Davis, president of Magee-Women's Hospital, said, "while we
will review our security procedures, it was obvious that our
training and internal drills prepared us to respond quickly in
cooperation with both the Pittsburgh Police and the FBI.
Everyone did a great job and we are grateful for a positive

outcome."

continued on page 30
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T
he use of metal detectors in hospitals remains a
subject that won't go away despite strong resist-
ance on the part of management as to their use

and the testimony of experts about their shortcomings. 

The general 
consensus is that
10% of U.S. hospi-
tals employ metal
detectors, most of
them in emergency
rooms. For exam-
ple, the GE Security
and IAHSS Bench-
marking Study re-
ported that 7%
have walk-through
metal detectors and
11% have detection
equipment. Accord-
ing to the 2011
Hospital Security Survey of 
almost 600 hospitals, conducted 
by Health Facilities Management (HFM), publication of
the American Hospital Association, the American Soci-
ety for Healthcare Engineering (ASHE), and sponsored
by ADT Security Services Inc.’s Healthcare Solutions, 13
percent of the participants reported that their hospitals
had metal detectors, 7 percent reported plans to imple-
ment them in the next two years, but 80 percent stated
that they did not plan to install them.

At the same time, however, 34 percent of the hospi-
tals in the survey reported an increase in  patient and
family violence against emergency department staff and
70 percent of the participating hospitals reported up-
dating their security strategic plans during the past year.

The subject of violence in hospitals continues to re-
ceive increased media attention when a particularly vio-
lent incident occurs. The hospitals involved usually 

report they are investigating the installation of metal
detectors and invariably reject such action.  

• When a shooter injured a doctor and killed a 
patient at Johns Hopkins, Baltimore, MD, hospital 

researchers   
concluded 
metal detec-
tors were  
not an answer   
since they prov-
ide "a false 
sense of secu-
rity." Writing in 
the Journal of 
the American 
Medical Associ-
ation, the re-
searchers also  
calculated that 
assault rates at   

U. S. health-care facilities are 
four times higher than in

other workplace settings.

• When a patient smuggled three guns into the
emergency room at Providence St. Peter Hospital,
Olympia, WA, and was shot to death by a police officer,
the hospital said it wouldn't install a metal detector for
fear it could dangerously delay patient care. Instead,
they wave a hand-held metal detector at patients they
deemed high risk.

Other reasons that have been cited for not installing
metal detectors include:

--They are too costly and skew the security budget
requiring a substantial investment in training, manpower,
and equipment.

--If manned by unarmed security officers, as most
would be, they are ineffective in stopping a shooter.

SPECIAL REPORT:
METAL DETECTORS:  FACT AND FICTION

Signage for metal detector at emergency room at 
Antelope Valley Hospital. Lancaster, CA
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--They have not been proven to reduce crime and vi-
olence.

--They would slow visitor and patient entry, creating
customer dissatisfaction.

For this report, to find out how valid these claims
are, and to get first-hand testimony on the advantages
and disadvantages of metal detectors, we interviewed
security executives at four hospitals whose experience
with them goes back several years. In doing so, we re-
ceived some answers to the above questions as well as
information on what's involved when you use metal de-
tectors that may not have been anticipated.

HENRY FORD: 'ANOTHER TOOL IN THE BOX'

The Henry Ford Health System (HFHS), Detroit, MI,
founded in 1915, employs more than 23,000 people and
over 1,200 physicians, and is the fifth largest employer
in metro Detroit. HFHS has had metal detectors in
place in their trauma center ED since 1987. Following
up an interview in Directions  in 2010, with Nick Radu,
CHPA, Director of Security, Police Department, we
learned that Radu considers metal detectors "another
tool in the box."  They are “one of the security devices
that provides a deterrent."

"We continuously confiscate sharps we consider
could be used as weapons," Radu says, and guns have
been detected by the metal detectors.  Different people
may be entering the hospital with weapons, he ex-
plained, including those licensed to carry them, such as
police officers involved in an incident or an accident
who need to be admitted to the hospital.  No matter
who enters, "they lose the right to carry weapons if
they come onto our premises."

The Practicality Of Lockers To Hold Weapons

As Radu originally reported, HFHS found that it was
not practical to maintain lockers to hold items not per-
mitted in the hospital because of the large number of
people entering (160,000 patients were treated in the
ED last year) and the problem of unclaimed property.
The weapons lockers they currently have are for those
who have the legal right to carry (e.g., police officers).
Also, as Radu said, HFHS has discontinued the use of 

x-rays, because they are very sensitive and require spe-
cial training for officers to recognize shapes of items
that could pose security problems.

The problem is increased in Michigan because peo-
ple can have concealed weapon permits.  In addition,
Radu talked about another issue that has arisen more
recently across the country.  “Some groups are testing
the waters for ‘open carry,’ or the right to carry regis-
tered weapons as long as they are holstered.  They are
trying to enter public places, like hospitals.”  But be-
cause HFHS is private property, Radu says, “we dictate
what is permitted.”

'Visitors Are Not Disturbed By The Process'

Training security officers to man metal detectors is
not difficult, according to Radu.  One staff member is 
fully knowledgeable on how the metal detector works.  

The protocol is not complicated:  when people
enter the facility and before going through the metal
detector, they are verbally queried as to whether they
are carrying any metal. If so, they place what they are
carrying in a bowl.  If they still do not pass successfully
through the metal detector, hand wands pinpoint where
metal is being detected.   While the process is labor in-
tensive, since “you need to control the whole perime-
ter,” says Radu, it tends to run smoothly.  “Hand
searches of purses takes only a few seconds and it hap-
pens in the person’s presence.”  In general, visitors are
not disturbed by the process and “we get a lot of posi-
tive reactions. ”  Sometimes a woman will find her
purse too private for a search, “but we will give that
person the option of leaving the purse in their car.

Tips On Detector Placement

“Metal detectors are finicky,” says Radu, and he
made some important points about their use.  Place-
ment is important, so “make sure they are placed away
from metal sliding doors,” which could get in the way of
proper readings.  Metal light fixtures can also be a prob-
lem and need to be taken into consideration when
planning placement.  He also advises that placement
should minimize the possibility of people bumping into
them, since they are sensitive and can start malfunction-
ing if they are banged around.
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'Crime Is Down'

Radu believes that metal detectors are better suited
for urban centers, where there are greater problems
with hospital violence, than in suburban settings.  In
general, in the HFHS environment, crime within the
hospitals in the system is down: felonious assaults by 15
percent and other assaults by 2 percent.  While he can-
not specify how much of this improvement is due to
metal detectors, Radu says that “metal detectors give
you another level of security.” 

MULTICARE HEALTH SYSTEM:  
SERVING TWO WINGS

Gary Barth is Director of Security/Safety/Grounds/
Transportation of MultiCare Health System, Tacoma,
WA., which employs 9,400 persons and serves five
counties.  In 2010, a new wing had been constructed
that provides access to both Tacoma General Hospital
and Mary Bridge Children’s Hospital.  Placement of
their metal detector had been part of the planning
phase as the new wing was designed.  Barth describes
the new entry as “gorgeous, with high ceilings and open
spaces,” which made it ideal for their metal detector, as
opposed to their old entry, where bottlenecks could
occur in the more cramped space.  In the new wing,

they have experienced no problems with free flow of
visitors through the metal detectors.  He points out
that an important part of the planning was to coordi-
nate camera placement.  Now, if an incident occurs at
the metal detector, “it is being recorded.”

No Resistance To The Metal Detector Reported

Barth says that the system doesn't experience re-
sistance to the metal detector. “We sometimes forget
that we’ve had metal detectors at airports back since
the 1970s,” he says.  “People are used to them and it is
part of our culture now.”  He added that he recently at-
tended a magic show in Las Vegas and the whole audi-
ence had to go through a metal detector.  “No one
flinches anymore.”  He also suggested that more public
places, such as movie theaters, might consider them in
the near future, in the aftermath of the tragic July 2012
shooting deaths of 12 moviegoers in Aurora, CO.

'The Statistics Speak For Themselves'

According to Barth, “the bottom line is that the sta-
tistics speak for themselves.”  In 2011, MultiCare’s
metal detector has prevented access to 62 guns, 3,700
knives, 340 pepper sprays, 107 tools (such as multi-
tools), 7 Tasers, 3 brass knuckles, 2 clubs, and 5 collapsi-
ble batons.  He points out that this doesn’t take into
account the number of people who may have sought
entry, seen the metal detector, and decided to leave.  

At Tacoma, security officers do provide storage for
contraband items.  Because the hospital has valet park-
ing, cars are moved quickly and it becomes inconvenient
for people to return items to their vehicles.  “It is a has-
sle to manage, but we don’t have a choice,” says Barth.
“It’s all about customer service.”

The Cost: 4.5 Full-Time Officers; 
10 Percent Of The Security Budget

In breaking down security costs to maintain the
metal detector, Barth says he allots 4.5 full-time offi-
cers, at a cost of about 10 percent of his security
budget.  He says that he understands that many hospi-
tals don’t want to make that commitment, but that
“given the choice, it is prevention through presence.”
His officers carry batons and handcuffs and receive
“lots of training.”  In Barth’s opinion, “reviewing the sta-

Metal detector at the Monroe Carell Jr. Children’s Hospital 
at Vanderbilt University Medical Center, Nashville, TN.
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tistics, I don’t see how we can avoid metal detectors
much longer.” 

VANDERBILT U. MED CENTER:  TWO DETECTORS

Vanderbilt University Medical Center, Nashville, TN,
an 815-bed facility, uses two metal detectors--one in
the ED and another new one in their Monroe Carell Jr.
Children’s Hospital.  As Marsha Price, Operations Man-
ager for the Adult ED explains, “the ED is one of the
areas most susceptible to violence, so a metal detector
was part of the original plans when our Emergency De-
partment was built.”   Price says she “definitely thinks it
helps.  It acts as a deterrent and allows us to be sure
we minimize entry to things that can be used as
weapons--and that’s much more than just guns.”

The Medical Center has a three-level security pres-
ence:  the Vanderbilt police department, which oversees
security for the entire facility, aided by community serv-
ice officers. In addition, the metal detectors are manned
24/7 by contract security personnel.  Officers are
trained to talk to visitors and explain why they are
being asked to pass through metal detectors.  “We want
to make sure the emphasis is on maintaining a safe envi-
ronment for visitors, the patients they are coming to
see, and staff.” Price said that the security staff is pre-
pared to deal with emergency situations, such as people
coming in to the hospital with chest pains, and making
sure they are rushed through and not kept waiting at
metal detectors.   As a result, people generally express
appreciation for the precautionary measures.

Working To Protect The Dignity Of The Patient

Price emphasizes that the system works because of
the strong relationship Vanderbilt has with their police
department.  As she says, “A metal detector is only a
metal detector without a strong connection between
the police and our nursing staff and knowing how to
work with each other to protect the dignity of the pa-
tient while making sure people are not in a position to
harm themselves or others.”

Insuring Proper Working And 
Life Expectancy Of Detectors

Charles DeFrance, a major in the Vanderbilt Police
Department, says that the ED metal detector has just

recently been replaced.  He explained that the life ex-
pectancy for metal detectors is approximately 7-8
years, but that they can last as much as about 10 years,
as Vanderbilt’s did in the ED.  The second metal detec-
tor at the entrance to the facility’s Monroe Carell Jr.
Children’s Hospital is now only about six years old and
was part of the original plans when the unit was con-
structed. 

DeFrance emphasizes that careful calibration is es-
sential for the proper working of the detectors. One
important factor is making sure the detector is ad-
justed for new metals, such as aluminum canes and cell
phones, which otherwise can set them off. “We did
monthly tests on the old one to check for sensitivity,”
he says, “making readjustments as needed.”  “As the
metal detectors age, they require more calibration for
sensitivity,” he points out, and “when you can’t get the
sensitivity up any further, then we know it’s time to re-
place them.”

A Major Concern:  New State Gun Laws

Even given the upkeep, DeFrance has no regrets
about the usefulness of Vanderbilt’s metal detectors.
“It’s such a deterrent in our Level 1 Trauma Center that
you wish you could have them at all the rest of our en-
trances,” he says.

Because Vanderbilt is a school and hospital facility
and is private property, DeFrance says that “we are able
to enforce non-carry laws,” but he points out that “our
concern is great.”  One of the greatest worries for the
Tennessee facility is a proposed state law DeFrance
fears is near passage that would allow people to bear
arms in their vehicles and keep guns in the glove com-
partment.  “We are fighting this law, but if it passes, we
will not be able to do much about it.”  He posed a hy-
pothetical situation where someone challenges an 
officer and says he is going to go back to his car.
“Wouldn’t that sound like a threat to go get his gun?”
DeFrance asked.

Vanderbilt metal detector officers keep confiscated
material in a locked drawer, giving the owners checks to
reclaim their items when they leave.  DeFrance says
that they do not allow off-duty officers into the hospital
with their weapons, but that it is the police officers--
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not the contract security officers at the metal detec-
tors--who make a case-by-case assessment when it
comes to allowing other armed police officers access
to the facility.

Metal Detectors In A Rural Area Hospital

Antelope Valley Hospital, Lancaster, CA is a 420-bed
acute care hospital employing over 2,000 people in
North Los Angeles County.  While it is in a rural area, 
it represents an unusual demographic, according to
Timothy G. Lidberg, Director of Safety & Security.
When property values fell in the area, many inner city
people were drawn to the area, bringing problems
more usually associated with urban centers, such as
gang violence.  When faced with these demographic
changes, the hospital administration added a metal de-
tector to the ED in 2001 and followed up by adding an-
other one in 2009 to the Women’s and Infants’ Center,
prompted by staff requests in response to problems
with domestic violence in the facility, which, like the ED,
is open round-the-clock.

'A Great Deterrent'

The hospital’s two metal detectors are “a great de-
terrent,” says Lidberg.  “once weapon carriers know
that they can’t get through without a fight.”  As a result,
“entry to the Women’s and Infants’ Division, where
everyone must go through a metal detector, is consid-
ered safer than at the 20 other entrances to the main
hospital,” where they do not maintain metal detectors.

The metal detectors at Antelope Valley Hospital are
manned 24/7 by one unarmed officer who also has a
hand-held wand.  The hospital recently received a De-
partment of Justice grant that enabled them to pur-
chase ballistic vests to protect officers from sharps at
the metal detectors.  Lidberg says he doesn’t want to
make the vests mandatory, but his staff of 45 security
officers, on three eight-hour shifts, is offered the oppor-
tunity to use them.  This may sound like an expensive
operation, but Lidberg estimates that staffing the metal
detectors represents only 10 percent of his total
budget for labor costs.

'No Statistic Is A Good Statistic'

Regarding the expense of maintaining coverage of

the hospital’s metal detectors, Lidberg says "when you
measure how many weapons you have prevented from
entering the premises and the peace of mind you have
given staff and our guests, it’s hard to measure that
against expense.”  He has had little trouble convincing
the hospital administration of the value of the metal de-
tectors. “What ends up happening is that the CEO or
board member will read statistics and measure that
against the fact that we have had no weapons incidents
since we installed our metal detectors.”  As Lidberg 

points out, “The lack of statistics is as good as statistics,
because we have had no incidents.”

Lidberg talks about the value of planning ahead for
the addition of metal detectors.  If at all possible, he ad-
vised “planning ahead of construction of your doorway.”
When the hospital’s Women’s and Infants’ Division was
moved into a separate facility, they were able to plan
security, including metal detectors, from early on.  They
had learned from earlier experience, where their ED
metal detector had to be placed between double sliding
doors on the exterior and interior of the hospital.  As a
result, in that location, in order to insure that the metal
detector functions properly, they must leave the exte-
rior door open at all times.  Once people pass through
the metal detector, they proceed to the interior sliding
doors.  This problem was avoided by advance planning
at the Women’s and Infants’ Division.

'No Complaints'

Lidberg has no complaints about the smooth opera-

Metal detector at  the Women's and Infants' Center, 
Antelope Valley Hospital, Lancaster, CA.
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tion of Antelope Valley Hospital’s metal detectors.  “Ini-
tially, you have to get it set properly, but since then they
have been working every day,” and he says they rarely
break down. Resistance to the metal detectors is rare,
says Lidberg.  “We just try to ease people’s minds and
remind them that this is common these days (think
about travelling).”  “Also, parking is close by at the hos-
pital, so people can opt to leave their sharps in their
cars.” The hospital has a wide foyer and corridors, so
they haven’t experienced traffic back-ups because of
their metal detectors, even “when you have to wheel a
gurney through.”

Lidberg says that it is relatively easy to operate the
metal detectors, but that “you want the right scripting
and procedures,” including making sure his staff knows
how to search a bag without getting stuck themselves,
and how to calm a distraught visitor.  “We use IAHSS
and in-house training and all of my officers are ad-
vanced-IAHSS and CPI (Crisis Prevention Institute)
trained.” Lidberg called these training procedures “ab-
solutely essential.”

IN REVIEW:

Based on the first-hand experiences of our intervie-
wees, some of the negatives ascribed to metal detec-
tors do not hold up if operated properly --namely that
customers will complain about them and that they will
create long waits or delay patient treatment. 

They do add an expense, and they do require special
training for both unarmed and armed officers, but all of
our interviewees report that the former is "worth it"
and the latter "not a problem."  They also believe that
metal detectors reduce crime and violence, mainly by
acting as a deterrent. They are not "the" answer to 

hospital crime and violence but "another tool"  in the
security box.

A new development is the installation of metal de-
tectors at children's hospital entrances as well as emer-
gency departments because of domestic violence
problems. 

One concern to be met is the storage and return of
confiscated weapons and policies about admitting po-
lice and others legally permitted to carry firearms.

FOR FURTHER INFORMATION, CONTACT:  

Nick Radu, CHPA, Director of Security, Police De-
partment, Henry Ford Health System, 2799 Grand
Boulevard, Detroit, MI 48202. Phone: 313-916-1121. 
E-mail: nradu@hfhs.org

Gary Barth, CHPA, Director of Security/Safety/
Grounds/ Transporation, MultiCare Health System, 315
Martin Luther King Jr. Way, Tacoma, WA 98415-0299.
Phone: 253-403-2085. E-mail: gary.barth@multicare.org

Marsha Price, Operations Manager for the Adult ED,
Vanderbilt University Medical Center, 1211 Medical
Center Drive, Nashville, TN 37232.  Phone: 615-322-
5000. E-mail: Marsha.Price@vanderbilt.edu

Charles DeFrance, Major, Vanderbilt Police 
Department, Vanderbilt University Medical Center, 
1211 Medical Center Drive, Nashville, TN 37232.
Phone: 615-322-2745. E-mail: Charles.e.defrance@
vanderbilt.edu

Timothy G. Lidberg, Director of Safety & Security, 
Antelope Valley Hospital, 1600 West Avenue J, 
Lancaster, CA 93534.  Phone: 661-949-5672. E-mail:
Timothey.Lidberg@avhospital.org

Parking Professional Magazine Invites IAHSS Members To Submit Articles

The Parking Professional, the award-winning magazine of the International Parking Institute (IPI),   
welcomes parking-related feature stories from IAHSS members. The magazine is currently planning 
its hospital and safety/security issues and looking for hospital and healthcare-related content. Please 
send your article ideas to Editor Kim Fernandez, at fernandez@parking.org. For more information 
on The Parking Professional and IPI, visit www.parking.org.
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G4S Solutions for Hospitals
and Healthcare Facilities
Combines the highest level of manned security
with technology, support services and expertise.

G4S is the most experienced and prepared security company
serving hospitals and healthcare facilities. We provide
specialized people, programs and technology designed to
ensure the safety and security of patients, visitors and medical
professionals in your complex facility. All G4S security officers
are specially trained for the healthcare environment.

G4S healthcare technology has revolutionized hospital security
to include Secure Trax®, our exclusive mobile incident capture
and notification system and RISK360TM, a highly customizable
incident and case management system to help manage risk,
improve business performance and maintain regulatory
compliance and reduce costs.

G4S Support Services Provide:
Transportation and Escort Services 
Canine Patrols
Emergency Response and Compliance
Security Surveys
Employee Education
Environment of Care Documents
Visitor Management
Crisis Intervention Training

Contact us for more information and let
us show you why G4S is the best value
in security and safety.

Ben Scaglione, CPP, CHPA, CHSP
Director, Healthcare Services
G4S Secure Solutions (USA), Inc.
561 691 6714 Office • 646 675 5956 Cell
ben.scaglione@usa.g4s.com
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The use of dogs in law enforcement and healthcare
security goes back over 20 years. In hospitals, they have
proved valuable for explosives detection and perimeter
patrolling. Employment of trained canine teams inside
hospitals, however, has been limited because of liability
concerns.  Not so at Mercy Medical 
Center, Baltimore, MD, operated by the
Sisters of Mercy.  Back in 1994, the 
hospital faced the same problem many
urban health centers in the country do
now--how to deal with increasing vio-
lence and improve security on their cam-
pus, while at the same time while
continuing to treat staff, patients, and visi-
tors with respect and care.  Located in
the city’s business district, near two
homeless shelters and several correc-
tional institutions, Mercy was hard-
pressed to find a solution to growing
crime in their vicinity.  Instead of  arming 
their security staff, Mercy decided to try a different 
alternative: they bought a dog.   This began the creation
of Mercy’s Canine Unit, which today consists of Canine
Captain Mark Ross and four teams, each comprised of a
dog and a handler.  Some of the handlers are commis-
sioned Special Police Officers, though they do not carry
firearms on Mercy’s grounds.

Patrolling Inside and Outside

According to Randall L. Miller, Security Operations
Manager at Mercy, daily duties of the Canine Unit in-
clude regular patrols outside and inside the hospital
campus. They patrol the ED, patient care floors, and the
Detox Unit, not to mention being a regular presence in
prisoner patient rooms, since the hospital is used for
the health needs of nearby prisons.  By having Canine
Unit checks in prisoner rooms at the beginning and end
of each shift in addition to regular security checks, the
dogs “really act as a deterrent,” to potential problems,
says Miller.  In the Emergency Department, the dogs
have proven to be a highly effective visual deterrent in
deescalating potentially violent situations.

The Canine Unit also patrols three external parking
structures and walks staff to their cars at night, if re-
quested to do so. Miller says that it is very difficult to
quantify how much of a deterrent the Canine Unit has
proven to be and says “we can only go by recorded sta-   

tistics.”  In comparison with rising 
crime statistics from other local busi-
nesses and institutions, “Mercy’s park-
ing structures have been nearly com-
pletely free of thefts, assaults, and seri-
ous crimes against people for the past 
18 months.”  According to Miller, on   
Mercy’s campus, “we have practically 
zero statistics on car break-ins and we 
think that’s pretty significant, since a 
few blocks away, the statistics are very 
different.”  Miller looks to such results   
when he says, “We believe our canine 
unit is very effective.”  In a written  
communication, Miller wrote, “That is

not to say that we are immune from being victimized,
only that we are extremely vigilant in our patrol of the
garages and know that our Canine Team has played a
positive role in this outcome.”

Maintaining A Balance Of Aggression and Sociability

As a presence on campus, Miller says “Most people
really like dogs.”  From his own personal experience,
“this unit has become near and dear to administrators
and staff.”  Much of this is because the dogs and train-
ers are approachable.  Mercy’s dogs are not just ver-
sions of the family pet.  Instead, they are unneutered
male German shepherds purchased (at a cost of be-
tween $5,800 and $6,800 each) from a European
trainer.  They are carefully selected by temperament for
preventative patrol duty and explosive scent recogni-
tion, while, importantly, still maintaining the ability to be
approachable by people, demonstrating a high tolerance
for crowds and children. “It is very important for these
dogs to have the right balance of aggression and socia-
bility,” says Miller. 

German shepherd trained for police work

Hospital Uses Canine Units To Prevent, Combat Violence
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It can take five to seven months of training to qualify
a new team for deployment.  The dogs are trained to
National Police Canine Association (NPCA) standards.
“Our dogs have to be better than law enforcement
dogs,” Miller explains.  “They have to be trained for ex-
plosives, be instantly ready to protect their trainers,
deal with violent situations, and still be able to respond
appropriately to a child who runs up behind them.”
“We cannot afford mistakes,” says Miller.  “Hospital ad-
ministrators have to worry about liability issues. We
have had no liability issues with our canine unit.”

Training Is Extensive And Ongoing

The teams provide coverage 20 hours per day and
work on two 10-hour shifts.  Training is extensive and
ongoing. One of the training exercises involves planting
explosive scents around the building. The dogs are
trained to locate the scent and then sit to alert the
handler of its presence, as opposed to barking, which
could be disruptive in the hospital setting.  As an exam-
ple of the usefulness of this training, Miller says that, just
recently, security received a call about a suspicious unla-
belled shipment of vials.  The dogs were called in and
did not alert to an explosive scent.  The staff was then
able to determine that the shipment had simply been
misdirected and the package was sent on to the proper
lab.  With the help of the Canine Unit, the whole
process took only a “couple of minutes,” says Miller,
with a minimum of stress and upset to staff and visitors. 

The dogs and their trainers have a very close rela-
tionship.  The dogs go home with their handlers, who 
are responsible for their care and shelter, for which 
they are given a stipend ($25,500 divided among the 
five handlers).  Mercy covers veterinary costs, which, in
2011, were a little over $11,000, though that included a 
$4,000 surgical procedure for a dog about to be retired 

who was adopted by a Mercy employee.

One noticeable difference in the training for hospital
dogs is that they are intentionally not trained to detect
drugs, as, for example, they might be on a college cam-
pus.  “There are just too many drugs in a hospital,”
Miller explains, “and our primary concern is not to dis-
cover drug users.”  More important in the hospital set-
ting is explosive detection and violence de-escalation.
Mercy’s dogs have proven to be such an asset that the
Baltimore police department calls for their assistance
when necessary.

A New Way To Meet Today's Security Challenges

The dogs provide an important level of deterrence.
Miller gave a recent example, “We recently stopped a
suspicious person who was trespassing in our garage.”
The Canine Unit responded and the dog immediately
went into standby mode. “If a person is about to com-
mit a criminal act, they are much more likely to obey di-
rectives when a dog is present,” says Miller. It helps, he
says, that “a person thinking of fleeing knows they can-
not outrun a dog.”

According to Miller, it is all a matter of choices made
to deter violence.  “I think that, with all the challenges
posed today in healthcare, we need to think proactively
and progressively about new ways to meet the security
challenge.”  In evaluating the usefulness of the Canine
Unit, Miller sums it up by saying, “At Mercy, we believe it
has been a tremendous success and very effective in
preventing serious incidents on campus.”

FOR FURTHER INFORMATION, CONTACT:  Randall
L. Miller, Security Operations Manager, Mercy Medical
Center, 301 St. Paul Place, Baltimore, MD 21202. Phone:
410-332-9214.  E-mail: randall.miller@mdmercy.com
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New Hospital Tower Features 
Security Upgrades, Bioterrorism 
Response Capabilities

Open for business on January 9, the new $654 mil-
lion, 14-story tower at Rush University Medical Center,
Chicago, IL, was the culmination of more than five years
of planning and design work. Lauris Freidenfelds, Direc-
tor of Security and Emergency Management, who was
involved in the process from the beginning, worked
closely with architects, engineers and then the security
integrators to accomplish goals centered on safety and
efficiency.   Even after the design was completed, there
were still adjustments being made throughout the con-
struction process, says Freidenfelds. “We continued to
grow with this until we made the plan for the actual
move,” he says. That plan was started a year before the
tower was completed, he adds. 

Preparing For The Move

To prepare for the move, Freidenfelds says security
and key personnel from all the departments involved
took part in a series of exercises and rehearsals, start-
ing in September and October. The first tabletop exer-
cise used colored M&Ms to stand in for patients and
equipment. “We moved them from one spot to another,
to see where the problems were, what were the choke
points,” he explains. “It really gave us an understanding
of the security needs.”

This was followed by a time study and some drills
that incorporated some realistic views of what could
happen, such as elevators breaking down or staff not
showing up. The final dress rehearsal came in Decem-
ber, he says, in which they used mannequins on hospital
beds to simulate the move.

Handling The Move

The move was handled over three days, and because
of the design and proximity of the new 304-bed tower,
the majority of the move was accomplished via bridges
that linked the facilities. Both patient areas and the
emergency department needed to be moved. 

The staged move began on Friday, January 6, starting 
at 3 a.m. Between 3 a.m. and 6 a.m. the emergency de-
partment was bypassed for deliveries to reduce the
number of patients in the facility that needed to be
moved. Most patients were moved internally, but Frei-
denfelds notes that there were four forensic patients
that required additional security coverage, so they were
taken via ambulance to the new ED from the old one.
The new ED consolidates the forensic patients in a
suite of three rooms that are equipped with special
call-for-assistance communications equipment.

Security doubled its staff in both the old and the
new ED for the move, he says. On the weekend, sup-
port services and acute care patients were moved on a
unit by unit basis, again using the bridges but also having
ambulances on hand in case they were needed to move
specific patients. There were about 200 patients that
needed to be moved, along with other departments,
operating rooms and support services.

The $654 million, 830,000 square foot new Rush University
Medical Center Tower has 304 private adult and critical care
beds on the top five floors.. The Tower’s ground floor houses
the Robert R. McCormick Foundation Center for Advanced
Emergency Response, which encompasses the emergency de-
partment. The first of its kind in the U.S., the center is de-
signed to provide an unprecedented level of readiness for
large-scale health emergencies from a mass outbreak of an in-
fectious disease, a bio-terrorist attack, or an accident that
spills hazardous materials. 
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Upgrading Access Control and Security Management
Systems 

In terms of the new building, Freidenfelds says, the
hospital went from a “fairly decent analog system to
digital IP video” with integrated access control. There
are new Sony fixed IP cameras in the system, he says,
and these are tied to alarm points so if someone exits
an alarmed door, the camera will instantly bring up that
view in the control room. Every perimeter door is cov-
ered with a camera, he says. The cameras work with the
victor video management system from Tyco Security
Products.

The tower has both onstage and offstage areas, with
the non-public areas being controlled by 600-plus wire-
less access control card readers housed in Schlage
hardware. Staff can access the non-public areas such as
soiled and clean linen rooms, supplies, transport and
staff elevators and the like through both vertical and
horizontal traffic areas that are accessed with their
cards. The only exceptions to the wireless readers are
where they needed to tie in the fire alarms, says Frei-
denfelds. 

The security management system C-CURE 9000
from Software House is an upgrade from C-CURE 800,
which was used at the existing hospital. It is used in
conjunction with VideoEdge NVRs from American Dy-
namics.  The new tower is still using a sticker-based visi-
tor management system, but Freidenfelds says a new
system is planned for later on.

Turning The ED and Ambulance Bay Into A 
Decontamination Area

One of the key features in the new ED is equipment
and systems designed for bioterrorism response. Rush
University Medical Center isn’t a Level 1 trauma center 

because Cook County Hospital, which has that designa-
tion, is nearby, so Freidenfelds notes hospital adminis-
trators looked for a way to specialize.

Both the ED and the ambulance bay outside can be
turned into a decontamination area in the event of a
bioterrorism event, he notes. “We are the first center
for bioterrorism response,” says Freidenfelds, and also a
radioactive treatment facility. The ambulance bay, which
can handle three to four vehicles, is a covered area that
has the ability to turn into a shower decontamination
area. The number of people who can be handled will be
determined by the type of event, says Freidenfelds, and
plans are to start testing that capacity now that they
have moved into the new facility.

The water from the decontamination showers flows
into 10,000-gallon storage tanks built beneath the am-
bulance bay to keep contaminated water from going
into the city’s sewer system. Rush received a $7.5 mil-
lion grant from the Robert R. McCormick Foundation
and funding from other agencies such as the Depart-
ments of Energy and Defense to help build the new
center. 

Within the ED, there are pressurized rooms that can
be used to seal off contagious patients from the rest of
the population. And they have the means to safely move
these types of patients within the hospital as well.
Training on the new equipment is necessary because
most staff was previously trained on doing decontami-
nation using a portable tent, and there have been sev-
eral drills already, says Freidenfelds.

FOR FURTHER INFORMATION, CONTACT:  Lauris
Freidenfelds, Director of Security and Emergency 
Management, Rush University Medical Center, 1635 W.
Congress Pkwy, Chicago, IL 60612. Phone: 312-942-
7395. E-mail: lauris_freidenfelds@rush.edu
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Minnesota Hospitals Team Up 
Against Drug Theft

Press reports last spring of several cases where drugs
had been withheld or diverted by medical personnel from
patients in hospital facilities led to the formation in May
2011of a coalition of hospital, provider, law enforcement,
licensing and other health care stakeholders under the
auspices of the Minnesota Department of Health (MDH)
and the Minnesota Hospital Association (MHA) to collab-
oratively address this important issue.

Among the cases cited, a nurse took away painkillers
from a kidney-stone surgery patient.  In another case, mul-
tiple hospital infections were traced to a nurse withdraw-
ing opiates with a syringe from IV bags.  Other means of
stealing narcotic drugs include substituting ibuprofen for
drugs such as oxycodone, forging painkiller prescriptions,
diluting IV drugs, and keeping extra medication that is sup-
posed to be turned in or trashed. 

In March of this year, the Minnesota Controlled Sub-
stance Diversion Prevention Coalition issued its final re-
port  which included a menu of best practices and
resources that health care facilities can utilize to prevent
and increase awareness of controlled substance diversion. 

MHA's Massa:  Drug Theft Is Not A Local Problem

According to Lawrence Massa, President and CEO of
the Minnesota Hospital Association, credit must be given
to Dr. Ed Ehlinger, Minnesota Commissioner of Health,
who approached the Association with the idea that their
members join forces to combat this escalating problem.
Once they started talking, the numbers kept growing, as
more and more groups wanted to participate.  “Soon we
had hospitals, Health Department Epidemiology staff, phar-
macists, health providers, long term care facilities, DEA,
FDA, and law enforcement personnel involved.”  It didn’t
stop there, as law enforcement brought in prosecutors
and members from the addiction treatment community.
“We are talking about criminal activity as well as addictive
behavior,” Massa says.  “It is important to find the balance
between the two.”

Massa believes that narcotic drug theft is growing and
that it isn’t a problem specific to Minnesota.  “It isn’t ran-
dom--and it certainly isn’t rare,” says Massa.   As he
pointed out, “In the beginning, individual groups didn’t nec-
essarily see a difference” in what was happening in their

facilities.  “It required pooling our information to under-
stand the scope of the problem. Part of this is because the
number of prescriptions in this country for narcotics is
mushrooming.”

Another factor in the awareness of the growing prob-
lem is that people are beginning to talk about it, so the re-
ports of known incidents are increasing.  “We have been
trying to foster a patient safety culture,” says Massa, “and
that means there has been more discussion.”  Traditionally,
“in the past, it was sometimes easier to cover up what
was going on” than it is today.

Most hospitals in Minnesota now have automatic drug
dispensing units that are accessed by medical personnel
through passwords that allow medication to be tracked,
e.g., when unusual quantities are requisitioned for a partic-
ular patient, or if employees show patterns of what might
be unusually-high ordering of painkillers.  Another com-
mon source of abuse is related to drug disposal.  If a par-
ticular prescription is dispensed in a larger package than
required, the remainder is expected to be disposed of.
Hospitals should have a system in place (e.g., co-worker
verification entered into the machine) to make certain dis-
posals are properly carried out.

Needed:  Sharing of Information

One of the benefits of the Minnesota team efforthas
been that a connection with local law enforcement can
help address when employees of one institution, 

terminated for drug theft, move on other hospitals in 
the system.

The coalition's final report creates a “road map” of
best practices, including information on surveillance, drug
purchasing and storage, and waste management.  Partici-
pants will also share information on state and federal
statutes, so hospitals and other health care facilities under-
stand how they need to proceed in the case of infractions.
The goal is to raise the level of public awareness so that
patients and other staff speak up if they suspect that theft
is occurring.

FOR FURTHER INFORMATION, CONTACT: Lawrence
Massa, President and CEO, Minnesota Hospital Association,
2550 University Ave. W., Suite 350-S, St. Paul, MN 55114.
Phone: 651-641-1121. E-mail: info@mnhospitals.org

The coalition's report can be found online at 
www.startribune.com/a1229
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SYSTEM REVIEWS MONOITORING 
OF DIMENTIA PATIENTS AFTER 
MISSING PATIENT IS FOUND DEAD

CALGARY, ALBERTA. Rockyview General Hospital, an acute
care facility operated by Alberta Health Services, reported
that two missing patients who had wandered from the facility
had been recovered unharmed, but that another missing pa-
tient had drowned in a nearby reservoir. According to press
reports, Health Services officials said they were taking a look
at risk-assessment procedures focusing also on the higher-
risk group to ensure they are in the right physical environ-
ment, the right units, and they have the optimal monitoring. A
University of Calgary nursing instructor said bustling acute
care centers can increase agitation and fear in patients with
dementia.

HOSPITAL CITED FOR FAILURE TO
SEARCH PSYCH PATIENTS FOR WEAPONS

CHICAGO, IL. A psychiatric correction action plan, submit-
ted by Loretto Hospital, that includes steps to install security
cameras, better document body checks and implement
stricter rooming policies for more aggressive patients, has
been accepted by CMS. The action follows an incident in
which a psychiatric patient, age 36, with a history of gang in-
volvement and mental illness, stabbed another psychiatric pa-
tient with a steak knife, nearly a dozen times.  A CMS
investigation,  according to local media reports, found that
hospital staff failed to document that the alleged assailant had
been searched for weapons. Hospitals are required to thor-
oughly search patients for weapons and contraband and doc-
ument such searches before admitting them to locked
psychiatric units. CMS pointed out.

HOSPITAL ALERTS EMPLOYEES FOLLOWING
ATTACKS ON DOCTORS NEAR HOSPITAL

CHICAGO, IL.  Following attacks by gangs of youths on two
Northwestern Memorial Hospital doctors walking to their
homes near the hospital, the hospital has sent a memo to
staff to be on alert and to walk in groups, especially after
dark. The memo said security and police patrols have been
beefed up and the hospital campus is surrounded by surveil-

lance cameras. According to media reports, the hospital 's
neighborhood, Streetville, is regarded as one of the city's
safest neighborhoods, but late night hours may be a concern.
In both incidents, the doctors were not seriously hurt and
nothing was taken. 

GARAGE MUGGING SPURS HOSPITAL TO 
INSTALL FENCING, DROP DOWN GATES

SALISBURY, MD.  The mugging of a woman who had brought
her husband to the emergency room of Peninsula Regional
Medical Center in the hospital garage in the evening, has re-
sulted in security efforts to limit access, hospital officials re-
port. After the woman dropped off her husband, she went to
the parking garage to park her car, when a man lurking in the
garage jumped out, grabbed her purse and hit her in the
head, an injury requiring her to be hospitalized. Her assailant
was later arrested and is now serving 10 years in prison after
pleading guilty to the crime. To correct one of the biggest
concerns--easy access to the parking garage from the ground
level, since the walls are low--hospital officials said they have
installed a steel grate fencing which will be the full height of
the opening and secured to the four concrete ledges. Drop-
down gates are already in place, they said.

SUSPECT NABBED BY HOSPITAL SECURITY 
AFTER THREE PARKING DECK MUGGINGS

CHARLOTTE, NC. A suspect has been taken into custody
following the third robbery in three weeks of employees in
parking decks serving Presbyterian Hospital. According to
local media reports, police said the suspect, 31, has been
charged with armed robbery, possession of a gun by a felon
and resisting arrest. Police are investigating whether he might
have committed the earlier assaults near the hospital. Police
said the latest robbery took place around 4 p.m. in an eleva-
tor in a parking deck at Presbyterian Orthopaedic Hospital.
The suspect reportedly was intercepted by hospital security
officers who were struggling with him when police arrived
and took him into custody.  A handgun and the victim’s purse
was found at the scene of the arrest. The victim was not in-
jured. In the previous attacks, a nurse was stabbed by a man
in a parking lot across the street from the hospital. He also
took her purse and tote bag. That evening, a hospital secre-
tary was assaulted in a parking garage where patients and
employees park. She was pushed in a stairwell, police said.
Following the two incidents, security was doubled around the
hospital and officers were regularly patrolling parking lots.
Presbyterian Hospital also offered a $10,000 reward for any
information leading to the arrest of the suspect or suspects. 

WANDERING PATIENTS

CMS AND SECURITY

FAMILY, OUTSIDER VIOLENCE
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SCHOOLS ADJACENT 
TO YOUR HOSPITAL

(This article is written by John M. White, CHPA, CPP, President/Principal consultant of
Protection Management, LLC, Redding, CA, and Canton, OH, a professional independ-
ent security consulting agency.)

Having been at many healthcare campuses and finding some type of public or private
school near the medical center properties, it is obvious that hospitals have a liability
on their doorsteps that needs to be addressed. At one such campus contact was
made with the school administration as part of a hospital security assessment.  While
speaking with them, a substantial influence that the school presented was uncovered,
yet the hospital was unaware of it.  That influence was written in the school’s evacua-
tion plan.  The plan stated that in the event that the school needed to be evacuated
for any reason (i.e. bomb threat, fire) the students were to be led outside to a holding
area.  So far so good!  However, in the event of inclement weather, the students were
supposed to cross the street and enter the hospital.  The problem with this is the
hospital was not aware of it, and had not planned for it.

In an actual event, a school in the North Central part of the country actually experi-
enced a fire during the winter months.  The weather was a factor and the students
could not remain outside exposed to the elements for any duration of time, so the
school moved its students to the adjacent hospital to await their parents or school
buses.  The school administration only made contact with the hospital when the  stu-
dents were on their way.  The actual call was received at the same time as the stu-
dents entered the hospital.  Hospital security immediately tried to contain the
students to a lobby and large conference room with the help of teachers.  However,
the teaching staff was very few in number and the students were a very large group.
Needless to say the volume and cooperation of the students were an issue, as was
the issue of the students trying to swarm the gift shop.  The small security depart-
ment was quickly overwhelmed and Engineering was called in for manpower assis-
tance to keep the students off the elevators and out of the stairwells. 

As part of your annual security/risk assessment, take a serious look at the neighboring
properties and how they might impact your facility in the event of an emergency.
Make it part of your assessment to contact your neighbors and at least ask them
what emergency plans they have.  If you have the ability to offer shelter to them, be
sure that they know it, and they know whom to contact.  In many cases when there is
severe weather that knocks out power, hospitals sometimes are the only facilities left
with heating, cooling, and food service.  Not what you would normally expect a hospi-
tal to be thought of in most cases, but when disasters strike, hospitals are often seen
as safe places.  Are you ready for what your neighbors have planned?
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New Accessory Adds Access Control 
To Emergency Call Units

An access control accessory that can be mounted
together with emergency communications equipment
has been introduced by Talk-A-Phone Company, Niles,
IL.  Called the ETPS-MCR Card Reader Surface Mount
Accessory, the card reader can be used with existing
Talk-A-Phone emergency, information, or assistance
phones on walls, poles, or to a gooseneck pedestal for
stand-alone applications. The unit includes a hinged
panel for easy installation and an acrylic adapter to
magnetically isolate the card reader for enhanced read
range. The accessory, according to the manufacturer, is
ideal for drive-up or walk-up applications, including
building access control and garage/open parking lot
entry.

One of the users of the new card reader is Parkland
Memorial Hospital, Dallas, TX that is in the midst of
building a new hospital scheduled for completion in
2014.  The facility will encompass 2.5 million square feet
with 862 beds.  Lieutenant Dan Birbeck of the Dallas
County Hospital District Police Department is the liai-
son for the Parkland Hospital replacement team that’s
installing Parkland’s new access gates, mass notification
system, and security features. Talk-A-Phones with access
control readers have been installed in various locations
indoors and in parking lots, he says.  In order to  fur-
ther improve their department’s response time and se-
curity management, the card readers are integrated
with  Talk-A-Phone call boxes and security cameras.
"Once the access card reader is activated, in addition to
the Talk-A-Phone, we verify the user’s information on
our camera system, Birback says. "If everything checks
out then the system, or our dispatch center, grants ac-
cess to the individual."

FOR FURTHER INFORMATION, CONTACT: 
Alek Kireyenka, Marketing Manager, Talk-A-Phone 
Co., 7530 N. Natchez Ave., Niles, IL 60714. Phone: 
(773) 539-1100 x229. Fax: (773) 539-1241. E-mail
akireyenka@talkaphone.com
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